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Dr. THEODORE THOMPSON (in reply): I think the other theory in regard to these cases, apart from the theory of intracranial pressure, is that the condition is due to a defect in the growth of the bones of the skull, with a local increase of pressure on the optic nerves. In this case, in which there is the oxycephaly without the closure of skull bones, that seems to be the more likely theory. He ran a high swinging temperature. No definite signs of consolidation were ever found but broncho-pneumonia was suspected. Contrary to the rule the dyspncea seemed less in the supine position than when the child was propped up. The pulse was over 160 and often uncountable. There was no definite bruit. Death occurred on the fourth day. Before admission to hospital he had been feverish for a day or two. Blueness had never been noticed but there had been previous attacks of breathlessness. Post mortem the lungs were found to be congested but there was no evidence of pneumonia. The heart weighed 2 oz. 14 dr. Immediately below the aortic cusps there was a hole in the interventricular septum. The aortic, pulmonary and mitral valves were all large and distorted, with fleshy thickening, but the endothelium was glistening and showed no evidence of inflammation, an observation which was corroborated by microscopic examination. Both the left and right ventricles were hypertrophied, the left more so than the right. The ductus arteriosus was closed.
Case II.-A well developed and well nourished male infant, aged 8 weeks, admitted to the Children's Hospital, Great Ormond Street, for cough and dyspnoea of one day's duration. There were moist sounds in the lungs. The dyspnoea was urgent, and it was found necessary to support the chest and to allow the head to fall back, in order to enable the child to breathe. The respirations were sometimes rhythmical.
The child was extremely pale. No cardiac mumurs were heard. Death occurred in a few days, the condition remaining unchanged while in hospital. Post mortem the lungs were found to be merely congested. The heart was transversely placed within the thorax, and weighed 2 oz. 6 dr. The right auricle was distended and thin walled, Paterson : Congenital Heart Disease and the left auricle was small and rudimentary. A patent foramen ovale that admitted the tip of the little finger communicated between the two auricles. A completely stenosed mitral orifice was situated in the floor of the left auricle. The right auriculo-ventricular valve consisted of two cusps only, and the corresponding orifice led into a large thick-walled chamber, from which both the aorta and pulmonary artery proceeded. The valves of these vessels were well formed. Below the origin of the pulmonary artery was a dilated space, the bulbus cordis, which, according to Professor Keith, corresponds developmentally to the third ventricle of the fish. The ductus arteriosus was not patent.
DISCUSSION.
Dr. F. PARKES WEBER: I take it that both these patients died from an infection, and that certainly the first patient, as far as the heart condition was concerned, might otherwise have lived to adult life. In both cases there appear to have been recurrent attacks of dyspncea, with, I take it, some cyanosis. Certain cases of congenital cardiac malformation have been described by Variot, in Paris, under the term " paroxysmal cyanosis." Some of his cases died, and in some of them very extensive congenital heart disease was found (not only pulmonary stenosis); in one or two of the cases there was, I believe, only one ventricle.
Dr. COCKAYNE: These are both extremely interesting hearts. The whole question of the causation of cyanosis in congenital heart disease seems to me to be unsatisfactorily explained at present. With regard to paroxysmal cyanosis, I remember three cases coming into the Middlesex Hospital, all during one year, and they were published in the Archives. They were all in young babies, all being apparently normal, except that they became cyanosed at intervals, and finally died in an attack. All three had a patent ductus arteriosus, but no other lesion.
